Sarah Steeg and her co-authors report a welcome and surprising finding [1] . In a study of Danish health administrative records, they found that the incidence rate of self-harm among adolescents aged 10-19 years peaked in 2007 (at 25.1/10,000 Danish youths), and then decreased steadily to 13.8/10,000 in 2016. This finding is welcome, because adolescent self-harm that requires medical attention is associated with future mortality, suicide, repeated self-harm, and increased health care costs [2] .
This finding is surprising, because as the authors note, adolescents have been visiting hospitals for self-harm at increasing rates in many countries. I will focus on the contrast between Denmark and Canada, two prosperous Northern social democracies with extensive social safety nets, and high levels of personal happiness and social trust. However, in contrast to Denmark, in the Canadian province of Ontario, the rates of adolescents presenting at emergency departments (EDs) for self-harm fell 32% from 2003 to 2009, while Danish levels of youth self-harm were rising, but then rose 135% from 2009 to 2017, when Danish levels were falling [3] . Therefore, what does the Danish finding suggest about the causes of adolescent self-harm and about how Canadians might prevent it?
In looking for causes of the post-2007 increase in adolescent self-harm ED visits in Ontario, we noted that the Ontario economy went into recession in 2008, about the same time that visit rates started to rise. However, the Danish economy also experienced a recession in 2008, and yet visits there fell. A second possible explanation for the increase in Ontario was the spread of smartphones. The iPhone launched in 2007, and many adolescents have become increasingly immersed in social media. Twenge and her colleagues found that adolescents' self-reported mental health complaints and self-harm were associated with spending more time online and less time interacting in person [4] . However, rates of social media penetration in Denmark are similar to those in other countries [5] . It follows that either we were wrong in believing that exposure to economic adversity or social media was a factor in promoting selfharm among Ontario's youth, or there is some factor that Denmark has, and that Ontario does not have that protected Danish youth.
What might we learn from Denmark about reducing adolescent self-harm? First, adolescents frequently harm themselves by self-poisoning with analgesics. Steeg et al. note that Denmark stopped permitting adolescents to buy non-opioid analgesics over the counter in 2008. Similarly, the Danes limited over-the-counter analgesic pack sizes in 2011. These are, in my opinion, policies that Canada should adopt. However, rates of Danish adolescent self-harm by other methods also decreased after 2007, so there must also be other causes at work. Second, Danes have better access to mental health care than many Canadians do. The accessibility of the mental health care system matters, because adolescent self-harm ED visits are associated with and, in some cases, are likely caused by mental health disorders [2] . Hegerl argues that effective detection and treatment of mental health disorders is a pillar of effective suicide prevention, and the same may be true of self-harm prevention [6] . Danes, however, have more access to mental health care than Canadians do, for several reasons. Danish publicly financed health insurance covers all mental health care and subsidizes outpatient prescription drugs [7] . Nordentoft and Erlangsen report that Denmark has increased access to outpatient mental health care by 66% since 2000 [8] . Canadian public health insurance does not cover outpatient mental health services by non-physicians and, for most Canadians, does not pay for outpatient medication prescriptions, which are critical elements of mental health care. Moreover, Denmark is geographically compact and densely populated, so that no one lives far from the metropolitan centres where mental health specialists tend to locate. In Ontario, mental health providers are concentrated in Toronto [9] . There are far fewer providers per capita in Ontario's extensive rural plains, let alone in northern villages than may be 1000 km from Toronto. As a result, many Ontarians (and other Canadians) live several hours away from the nearest mental health provider. Finally, good clinician-patient communication is crucial to effective mental health care. Likewise, almost all Danes speak Danish. Perhaps, one in five Canadians speak a language other than English in their homes, including French, Cantonese, Mandarin, several European languages, and more than 50 indigenous languages. Many of these families live in regions, where all or nearly all the mental health providers speak only English [10] . For all of these reasons, a Canadian is more likely to be unable to access effective mental health care than a Dane.
We can draw no definitive conclusions from the comparison of just two countries. Nevertheless, it is plausible that Canada could reduce the problem of adolescent selfharm by following Denmark's lead in two respects: first, by regulating pharmaceutical retailing to make it harder for adolescents to obtain large quantities of analgesics and second, and far more challenging, Canada should invest more thought and resources in improving the accessibility and quality of mental health care for all Canadians. Steeg et al.'s important article illustrates the need for more comparative studies of the social determinants of mental health disorders, suicide, and self-harm and the social systems for health care and prevention.
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